CONCLUSIONS: These data suggest that a robotic approach at higher volume centers may be associated with a decreased likelihood of conversion to open surgery compared to laparoscopy. Overall, conversion to open surgery is a decreasingly common but not exceptional event, and appropriate counseling and preparation is warranted. overall and cancer-specific survival, rates of second kidney cancer surgery, and rates of post-operative systemic cancer therapy. Regression was used to account for differences across study groupseincluded covariates: histologic sub-type, grade, radical versus partial nephrectomy, receipt of second treatment, year, Charlson comorbidity, and age at diagnosis. RESULTS: 5,150 patients met criteria for cohort inclusion. 3,062 (59.5%) underwent MIS. Cox-regression demonstrated no differences in overall or cancer-specific survival associated with surgical approach (HR[1.02, 95% CI 0.91-1.14 and HR[1.00 95% CI 0.87-1.15, respectively; open surgery [ reference group). Kaplan-Meier analyses showed no differences in rate of second surgery, however recipients of MIS were more likely to receive systemic cancer therapy (Figure) . Importantly, the association between MIS and increased receipt of systemic therapy persisted after adjusting for covariates (HR[1.32; p[0.005).
INTRODUCTION AND OBJECTIVES:
As is common with many technologic advances, adoption of minimally invasive kidney cancer surgery (MIS) has somewhat outpaced rigorous research comparing MIS to traditional techniques. After observing multiple, atypical recurrences among those with low stage disease; we sought to compare cancer-specific outcomes among patients with T1 kidney cancer undergoing open versus MIS excision.
METHODS: Using SEER e Medicare data, we identified patients over 65 with unilateral, clinical stage T1N0M0, non-urothelial kidney cancer who underwent surgical excision (i.e., radical or partial nephrectomy) as initial treatment between 2004 and 2013. After stratifying the cohort based on whether surgery was open or MIS, we evaluated for an association between approach and four outcomes: overall and cancer-specific survival, rates of second kidney cancer surgery, and rates of post-operative systemic cancer therapy. Regression was used to account for differences across study groupseincluded covariates: histologic sub-type, grade, radical versus partial nephrectomy, receipt of second treatment, year, Charlson comorbidity, and age at diagnosis. RESULTS: 5,150 patients met criteria for cohort inclusion. 3,062 (59.5%) underwent MIS. Cox-regression demonstrated no differences in overall or cancer-specific survival associated with surgical approach (HR[1.02, 95% CI 0.91-1.14 and HR[1.00 95% CI 0.87-1.15, respectively; open surgery [ reference group). Kaplan-Meier analyses showed no differences in rate of second surgery, however recipients of MIS were more likely to receive systemic cancer therapy (Figure) . Importantly, the association between MIS and increased receipt of systemic therapy persisted after adjusting for covariates (HR[1.32; p[0.005) .
CONCLUSIONS: Among patients with T1 kidney cancer, surgical approach (open vs. MIS) was not associated with differences in overall survival, cancer-specific survival, or receipt of second cancer surgery, however, those receiving MIS were more likely to receive systemic cancer therapy post-operatively. As systemic therapy is typically reserved for patients with disease recurrence, this may indicate an important difference in cancer-specific outcomes attributable to surgical approach.
